and study protocols; 2) cultural and linguistic diversity, with few studies catering to multilingual needs and providing culturally safe environments; 3) HIV-related stigma and discrimination; and 4) the distrust and power differentials that exist between researchers and participants, especially
Indigenous and immigrant communities. [5] [6] [7] [8] Overcoming these intersecting barriers and ensuring greater inclusiveness and diversity in studies is essential in capturing the richness and complexity of women's experiences, improving the generalizability of findings, and advancing more relevant and meaningful community action and change. 9 Such feminist principles are increasingly accepted as reflective of "good science," evident in the growing number of Canadian 10 and global 11 funding bodies that now mandate consideration of sex and gender issues in health research. To support these goals and respond to women's demands for more meaningful involvement, [12] [13] [14] it is essential that research teams report on effective recruitment strategies. To date, however, the studies that do so are largely clinical, 8, 15, 16 with few insights from community-based research (CBR) projects. [17] [18] [19] In this article, we use quantitative data and reflections from the field to describe the experiences and lessons learned in recruiting diverse WLWH into the community-based CHIWOS. 20 
Process And Methods setting and Population: hIV among Women in canada
There are approximately 16,600 WLWH in Canada, account ing for roughly one-quarter of all those living with HIV. 21, 22 The vast majority (81%) live in Ontario (38.5%), Québec (25.3%), and British Columbia (17.0%). National statistics data highlighting the diversity and complexity of women's lives are sparse and limited to age and exposure categories. 21, 22 According to these data, women 30 to 39 years of age represent the greatest proportion of HIV-positive test results (37.6%), followed by women under 30 years of age (36.5%), and those aged 40 to 49 (17.5%) and those 50 or older (7.6%).
HIV vulnerability and barriers to research and health care are compounded for women, particularly those from traditionally marginalized communities, through the intersecting effects of poverty, 23 unstable housing, 24 refugee and immigration status, 25, 26 violence and gendered power relations, 27 sexual and gender identity, 28, 29 addiction, 23 historical trauma including colonization of Indigenous women, 30 engagement in sex work, 31 location (urban, rural, remote), 32 and other sociostructural determinants of health.
the chIWos study 45 Most members of our PRA team, however, were older than 50 or were 30 to 49 years of age. Our overall approach is described in detail elsewhere 45 and included 1) a supportive, inclusive, and accessible equityoriented hiring process; 2) a multiphase training curriculum that was viewed as directly related to our commitment to community capacity building; and 3) on-going learning and support opportunities, including monthly meetings, refresher Group. Central to our overall approach was a commitment to relationship building. Sustaining personal communication was more time consuming than mail-outs or online methods but necessary to demonstrate the merits and potential of the study to stakeholders. Importantly, our aim was not only to provide study information to support recruitment, but also to establish connections with end-users of the research.
All recruited WLWH underwent a 10-to 15-minute screening interview during which we assessed participant eligibility, outlined study procedures, and prepared participants for the sensitive nature of the questionnaire. Screening was conducted by PRAs or coordinators depending on the region, with the latter sometimes introducing a lag time that yielded some loss to follow-up (amount unknown).
After screening, PRAs consented eligible participants and administered baseline questionnaires in English (n = 1081)
or French (n = 344) using online FluidSurveys software on study laptops. Several strategies were used to ensure the safety of PRAs and participants, including creating an emergency "call tree" that included access to an on-call counsellor and providing resource brochures of services in the community. LGBTQ 137 (12) 58 (17) 54 (13) 25 (7) Age at interview (y)
16-29 82 (7) 25 (7) 31 (7) 26 (7) .004
30-39
298 (26) 91 (26) 135 (31) 72 (21) 40-49 387 (34) 121 (35) 151 (35) 115 (33) ≥50 364 (32) 113 (32) 113 (26) 138 (39) Ethnicity Indigenous 221 (20) 155 (44) 59 (14) 7 (2) < .001
African, Caribbean, or Black 368 (33) 27 (8) 179 (42) 162 (46) White 455 (40) 141 (40) 151 (35) 163 (46) Other ethnicities 87 (8) 27 (8) 41 (10) 19 (5) Household annual income (CAD) Disagreements were resolved with the help of a third reviewer.
The coding framework included 19 recruitment strategies, but categories were collapsed through team consensus to 5 major categories: PRAs/peers, clinics, ASOs/CBOs, word-of-mouth, and other strategies.
We calculated descriptive statistics for baseline recruitment strategies, overall as well as by province and key health and sociodemographic groups, using frequencies (n) and percentages (%) for categorical variables and medians (M) and interquartile ranges for continuous variables, and tested for statistically significant differences via the chi square and
Fisher's exact tests, and the Wilcoxon rank-sum and KruskalWallis tests.
Reflection Process. We engaged in critical reflection on the key challenges and opportunities of the recruitment process to offer lessons learned to other teams conducting CBR with WLWH. PRAs involved in recruitment, coordinators, and principal investigators were all involved in this reflective process through on-going discussion during the recruitment period through to writing this manuscript.
Ethics. Ethical approval was granted from the all principal investigators' institutional research ethics boards.
results And lessons leArned
Baseline characteristics
Among women with complete data (n = 1,131 of total 1,424 enrolled), the median age was 45 (interquartile range, 37-51). accessed HIV support services from at least one community agency (Table 1) .
recruitment strategies
Overall, 35% of participants were recruited through PRAs and other WLWH ("peers"), 34% clinics, 19% ASOs and other CBOs, and 6% through word-of-mouth. An additional 6%
heard about the study through other strategies such as online, other studies, or a poster in an unspecified location (Table 2) .
By province, PRAs/peers were the predominant recruitment method in Ontario (49%), compared with clinics in Québec (43%) and British Columbia (40%). ASOs and CBOs were also a major source of recruitment in British Columbia (27%) and Québec (23%), but less so in Ontario (8%). (28) 139 (40) 96 (27) 4 (1) 14 (4) <.001
Ontario 209 (49) 95 (22) 36 (8) 36 (8) 54 (13) Québec 85 (24) 151 (43) 79 (23) 33 (9) <5 (1) Gender Cis women 370 (34) 375 (35) 207 (19) 63 (6) 71 (7) <.001
Trans women 21 (47) 10 (22) 4 (9) 10 (22) 0 (0) Sexual orientation Heterosexual 332 (34) 351 (36) 180 (18) 61 (6) 64 (6) .049
LGBTQ 56 (41) 32 (23) 30 (22) 12 (9) 7 (5) Age at interview (y)
16-29 21 (26) 40 (49) 7 (9) 9 (11) 5 (6) .017
30-39
105 (35) 97 (33) 53 (18) 20 (7) 23 (8) 40-49 144 (37) 136 (35) 65 (17) 21 (5) 21 (5) ≥50 121 (33) 112 (31) 86 (24) 23 (6) 22 (6) Ethnicity Indigenous 69 (31) 62 (28) 60 (27) 15 (7) 15 (7) .018
African, Caribbean, Black 123 (33) 135 (37) 56 (15) 25 (7) 29 (8) White 160 (35) 163 (36) 84 (18) 26 (6) 22 (5) Other ethnicities 39 (45) 25 (29) 11 (13) 7 (8) 5 (6) Household annual income (CAD) Highest level of education completed <High school 67 (32) 66 (32) 55 (26) 9 (4) 11 (5) .022 ≥High school 324 (35) 317 (34) 155 (17) 64 (7) 60 (7) History of IDU (20) 27 (20) 15 (11) 14 (10) Accessed HIV support services in past year Yes 267 (38) 174 (25) 178 (25) 43 (6) 40 (6) <.001
No 123 (29) 210 (50) 32 (8) 29 (7) 30 (7) Have children (among females) Yes 96 (34) 98 (35) 42 (15) 23 (8) 21 (8) <.001
No 259 (33) 278 (35) 163 (21) 42 (5) 50 (6) (20) 42 (42) 32 (32) <5 (1) <5 (4) Interior Health Authority 7 (21) 18 (53) 9 ( (10) 12 (29) 0 (0) <5 (7) Vancouver Coastal Health Authority 31 (23) 68 (51) 27 (20) <5 (1) 6 (4) Vancouver Island Health Authority 16 (39) 7 (17) 16 (39) <5 (2) <5 (2) Ontario NA Central East and Eastern 21 (40) 9 (17) 11 (21) <5 (4) 10 (19) Central West and South West 26 (35) 30 (41) 10 (14) 4 (5) 4 (5) Northern 18 (44) 18 (44) <5 (2) <5 (2) <5 (7) Ottawa 50 (74) 9 (13) <5 (3) <5 (4) <5 (6) Toronto Central 94 (48) 29 (15) 12 (6) 26 (13) 33 (17) Québec NA Capitale Nationale 39 (98) <5 ( 
dIscussIon And conclusIons
In this paper, we provide insight into recruitment strategies that can increase women's engagement in HIV research.
Peer-driven methods and clinics were particularly effective in recruiting women into our study, along with ASO supports The sociodemographic characteristics of participants included in this study suggest a diverse sample. In contrast with an early study conducted among Canadian WLWH, 2 we recruited a sizable proportion of gender, culturally, sexually, and socioeconomically diverse women likely owing to differing recruitment methods: the former study relied exclusively on hospital-and community-based clinics whereas our study built on a network of clinics, peers, outreach workers, ASOs, other non-HIV community-based agencies, and additional informal networks.
Our findings reflect past research showing that health care providers and clinics, ASOs and CBOs, and peers/ friends are the most common ways to recruit women. 2, 7, 48 Our study adds unique contributions to this literature by highlighting which methods work better for reaching which populations. Likewise, although the challenges (e.g., reaching hidden populations, retaining women after screening, establishing community trust) and successes (e.g., offering honoraria, employing PRAs with similar lived experiences to build participant trust and rapport) we encountered were consistent with other projects, 5-8 our study also underscores three important lessons learned related to operationalizing intersectionality in recruitment, engaging a diverse team of PRAs, and investing in community relationships.
In conclusion, the findings and lessons learned from Canada's largest bilingual community-based cohort study by, with, and for WLWH point to the need for flexible, diverse, and intentional recruitment strategies to successfully recruit diverse and representative samples of WLWH in CBR studies. We call on research teams to embrace participatory approaches and on WLWH to participate in such studies, to ensure that the voices and experiences of WLWH, in all their diversity, are heard and prioritized.
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